Rupture or division of extensor tendons at metacarpophalangeal level: Rupture at this level and at the back of the hand only occurs in rheumatoid arthritis. If they are severed at this level, primary suture is the best treatment but good results follow relaxation splintage without suture and secondary operation is rarely indicated. In the index finger both extensors may not be divided and the remaining one prevents any dropping of the finger.
Rupture or division of long extensor of thumb:
Rupture is classically associated with Colles' fracture, more often when there is little displacement. However, it may occur spontaneously even in the absence of rheumatoid arthritis. When this tendon is divided proximal to the first metacarpophalangeal joint it retracts more than the finger extensor tendons. If primary suture is difficult, splintage is useless and secondary repair is more satisfactory, using if necessary extensor pollicis brevis transfer. The interphalangeal joint hyperextends when extensor pollicis brevis ruptures like the distal interphalangeal joint in fingers when there is extensor division or rupture at the proximal joint level.
Flexor Tendon Injuries
Any patient with a palmar wound and tendon injury should be admitted and the severed tendons and digital nerves sutured as a primary operation.
At the wrist primary suture should be carried out but it should be selective. If all the finger flexors are divided at the same level and are sutured, there is a danger of the development of a very dense, hard scar. This will be so slow to resolve that secondary suture of the median nerve, which so often has also been divided, will have to be greatly delayed. It is best to suture only the four profundus tendons, followed by early mobilization of the wrist and scar and by suture of the nerve after an interval of three weeks. It is best not to suture the wrist flexor tendons if this necessitates splinting in flexion, as this position interferes so greatly with function that any secondary surgery might have to be considerably delayed.
In the fingers the best general rule to adopt is that of secondary suture. The primary treatment should be meticulous skin closure and the earliest possible regaining of mobility. In ideal conditions primary repair, certainly distal to sublimis insertion and even in the danger area, may be carried out but only by surgeons experienced in the technique. If there is any possibility that primary suture may jeopardize or delay later surgery, treatment should be confined to skin closure.
Closed flexor tendon injuries: Disinsertion of the profundus may occur, often in rugger players. This may be remarkably painless and may at first be missed: if diagnosed, admission to hospital and primary repair is the best treatment.
Sublimis rupture or disinsertion is less often seen and is frequently diagnosed as a proximal interphalangeal joint sprain. Occasionally this injury leads to a troublesome type of locking in which the proximal interphalangeal joint hyperextends and flexion cannot be initiated by profundus. Scarifying of the anterior joint capsule, producing a tenodesis effect, sometimes cures this condition.
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Fractures of the Metacarpals and Phalanges
Most fractures of the metacarpals are relatively stable injuries requiring nothing more than a light dorsal plaster splint for a week or two. This will allow the patient to practise finger exercises without too much discomfort. A troublesome complication of more severe metacarpal injuries is a tense subfascial heematoma which can be followed by prolonged finger stiffness. It usually responds to elevation of the hand for a few days but occasionally drainage is advisable.
Internal fixation is seldom required for metacarpal fractures but there is a comparatively rare injury in this region which is very unstable. Carpo-metacarpal dislocation, like tarso-metatarsal dislocation, almost always requires additional fixation; this is most easily achieved by a small pin crossing the carpo-metacarpal joint.
The most controversial of the metacarpal fractures is Bennett's fracture, described by Bennett (1886) as a stave fracture or boxer's fracture: 'An injury owing its origin to the disparity between an individual's pugnacity and his pugilistic technique.' The backward subluxation of the metacarpal bone of the thumb cannot be completely controlled either by manipulation, immobilization in wide abduction or by continu- Fractures of the proximal phalanx are at least twice as common as those of the middle phalanges but both present similar problems and can be considered together. They can be divided into stable fractures which only require garter strapping to the adjacent finger and unstable fractures the majority of which can be effectively treated by manipulation followed by splinting in flexion. In a smaller group stability cannot be achieved by these means and open reduction with internal fixation is required. It is in the ingenious development of various methods of internal fixation of these unstable fractures that most advances in treatment have taken place in the last twenty years (Fig 2) . Internal fixation has virtually replaced continuous skin or pulp traction in controlling these unstable fractures. Early recognition of such instability is particularly important because the results are unsatisfactory if operative treatment is delayed. The intra-articular and peri-articular fractures of the phalanges form a troublesome group. Oblique fractures involving the condyles are particularly unstable and often impossible to control in plaster or splints; in these cases pin fixation is particularly useful (Figs 3 and 4 ). 
